(95.34ϩ-1.84 vs 89.94ϩ-1.12;p Ͻ0.05) and hemodynamic load (73.25ϩ-2.77 vs 66.12ϩ-1.48;p Ͻ0.05) than patients in group B. 3. Male drinkers were found to have a significantly greater increase in SBP levels (129.88ϩ-2.38 vs 121.78ϩ-2.47;p Ͻ0.05) and pulse pressure (52.3ϩ-2.24 vs 46.52ϩ-1.63;p Ͻ0.05) than male non drinkers. 4. With similar levels of glycaemia, total cholesterol, triglycerides, HDL and LDLc in both groups, patients in group A have higher LDLox levels (111.57ϩ-10.6 vs 92.85ϩ-4;p Ͻ0.05). Male drinkers showed higher HDL levels (58.18ϩ-5.9 vs 47.84ϩ-2.35;p Ͻ0.05) then male non-drinkers. The height of pulse pressure (difference between systolic and diastolic blood pressure values) is known to be a risk factor for cardiovascular morbidity and mortality. In this context, it was of interest to study plasma magnesium concentrations in essential hypertensives with pulse pressure Ͼ 60 mmHg and Ͻ 50 mmHg (twenty patients in each group). Our results show that in the group with a high pulse pressure plasma magnesium concentrations were measured 0.76 Ϯ 0.05 mmol/l versus 0.88 Ϯ 0.09 mmol/l in essential hypertensives with a pulse pressure Ͻ 50 mmHg (p Ͻ 0.05, r ϭ -0,73).
The height of pulse pressure (difference between systolic and diastolic blood pressure values) is known to be a risk factor for cardiovascular morbidity and mortality. In this context, it was of interest to study plasma magnesium concentrations in essential hypertensives with pulse pressure Ͼ 60 mmHg and Ͻ 50 mmHg (twenty patients in each group). Our results show that in the group with a high pulse pressure plasma magnesium concentrations were measured 0.76 Ϯ 0.05 mmol/l versus 0.88 Ϯ 0.09 mmol/l in essential hypertensives with a pulse pressure Ͻ 50 mmHg (p Ͻ 0.05, r ϭ -0,73).
In addition, we could show no further magnesium deficiency in a subgroup of patients with metabolic syndrome with high and low pulse pressure as compared to non metabolic syndrome patients.
In conclusion the presented data show that in patients with elevated pulse pressure values a magnesium deficiency may occure. The magnesium deficiency significantly correlates with the height of pulse pressure. The results a similar to previous investigations in essential hypertensives. As a benefit of a magnesium supplementation has been well documented in the treatment of primary hypertension, further studies are necessary to demonstrate a positive effect of a magnesium therapy in reducing pulse pressure values.
Key Words: Magnesium, Metabolic Syndrome, Pulse Pressure George A Mansoor, Chaula Vora, William B White. Hypertension and Clinical PHarmacology, Jim and Pat Calhoun Cardiology Center, Farmington, CT. It is well recognized that reductions in sodium intake lower blood pressure in hypertensive patients. However, outpatient adherence to current recommended levels of sodium intake (100meq/d)* and to very low sodium diets is not well studied. We therefore examined ambient sodium intake and short-term compliance with a 70 meq/day sodium diet in elderly (Ͼ 60 years) hypertensives participating in a study of sodium intake and endothelial function. The key intervention was a nutritionist who spent approximately one hour counseling patients on how to maintain a low sodium intake of 50-60 meq daily and followup with our study nurse. There were 16 men and 13 women participating in the study with a mean age of 61 Ϯ 6 yrs, BMI 28.3 kg/m 2 , and waist to hip ratio of 0.91Ϯ 0.10. Renal function was normal in the population. The baseline sodium excretion was 144 Ϯ 77 meq/day with 72% demonstrating values Ͼ 100 meq/d. After one week on the prescribed low sodium diet, urinary sodium declined to 67 Ϯ 36 meq/day (pϽ.001) with 13/29 (45%) achieving Յ 60 meq/day. The average decline in men was higher than in women (-102 Ϯ 79 vs -45 Ϯ 64 meq/d, pϭ 0.04), but baseline sodium excretion was higher in men than women (180 Ϯ 82 vs 102 Ϯ 46 meq/day, pϭ 0.005). Lower serum insulin and creatinine were seen in the group that achieved the prescribed diet associated with lowered urinary excretion of sodium.
P-572 SODIUM INTAKE IN ELDERLY HYPERTENSIVES AND OUTPATIENT COMPLIANCE WITH LOW SODIUM DIET
Daily sodium intake in elderly hypertensive subjects is significantly above recommended levels. After appropriate counseling and prescription of a 60-70meq/d sodium diet, 45% were able to reach the prescribed goal within one week. Patients with higher insulin levels and creatinine were less likely to achieve dietary sodium goals in one week. It is likely that a period greater than 7 days is needed for urinary to dietary sodium equilibration to occur in some subsets of elderly hypertensives.
*Circulation 2000:102:2284-2299.
Key Words: Sodium, Elderly, Outpatient The aim of this study was to test the effect of moderate dietary salt restriction on blood pressure and whether plasma renin would predict degree of salt sensitivity.
P-573 MODERATE SALT RESTRICTION EFFECTIVELY LOWERS BLOOD PRESSURE AND DEGREE OF SALT SENSITIVITY IS PREDICTED BY PLASMA RENIN IN SWEDISH SUBJECTS WITH NORMAL AND SLIGHTLY ELEVATED BLOOD PRESSURE
Plasma renin concentration (P-renin) was measured in the upright position in 36 Swedish healthy subjects with normal or slightly elevated blood pressure when being on their habitual diet. The mean age was 53Ϯ10 years, 44% were male and systolic and diastolic blood pressure was 134Ϯ12 / 79Ϯ8 mmHg. During 8 weeks the subjects received all meals and drinks from our metabolic ward with a total daily NaCl content of 50 mmol. In addition, NaCl capslules (100 mmol/day) and corresponding placebo capsules were administered for 4 weeks each in random order (cross-over design). Office blood pressure (OBP), ambulatory blood pressure (ABP) and 24h urinary sodium excretion (tUNa) was measured at baseline and after the 4 weeks of high-(150 mmol/day) and low-(50 mmol/day) salt intake. Salt sensitivity was defined as the difference between 24-h ABP after the high-and low-salt periods.
The tUNa after the low-and high-salt periods were 50Ϯ17 and 140Ϯ39 mmol (PϽ0.0001) indicating good complience. The basline tUNa (167Ϯ67 mmol) was significantly higher than tUNa after the high-salt period (Pϭ0.04), indicating that the habitual diet contained more salt than the "high-salt" intake. Relative salt restriction (50 vs 150 mmol/day) induced highly significant reductions in blood pressure (mean reduction, 95% CI) for systolic (6.7, 3.7-9.7 mmHg) and diastolic (4.5, 2.5-6.5 mmHg) OBP, for systolic and diastolic 24-h ABP (5.6, 3.1-8.1 and 2.5, 0.7-4.3 mmHg), daytime ABP (5.2, 2.5-7.9 and 2.2, 0. 
